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WuuraM I. Ocus, D.D.S. (George Washing- 
ton University, 1917; graduate student at 
Northwestern University, 1923). Since 1924 
Doctor Ogus has worked with electrosur- 
gical techniques for dentistry and is director 
of a postgraduate school on the subject. He 
has contributed previously to this magazine, 
in April 1941, June and September 1942, 
and J anuary 1945. He presents here the first 
of a series of articles on electrosurgery in 
dental practice, DESICCATION AND STERILI- 
ZATION OF Root CANaALs. 


Leopotp Hirscu, D.D.S. (Columbia Uni- 
versity, School of Dental and Oral Surgery, 
1925) is in general practice. Doctor Hirsch’s 
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contribution is a time-saving method of tak- 
ing full impressions with alginates or 
colloids. 


CuHarLes C. ALLING (A.B., 1944, Indiana 
University) is a senior student in the 
School of Dentistry at Indiana, and will 
graduate in May. Mr. Alling discusses the 


indications for an EMERGENCY TRACHEO- 
TOMY that may be necessary in any dental 
office, and the involved anatomy, the oper- 


ative technique, and the precautions to be 
taken. 


Cuarves H. Moses, D.D.S., L.D.S. (Uni- 
versity of Toronto, Faculty of Medicine, 
1924) emphasizes prosthodontics in his 
practice. Doctor Moses wrote for us last 
month on the factors that influence the re- 
tention of dentures. This month his pre- 
sentation is the first installment of an article 
on A CONTROLLABLE, CORRECTABLE, AND 
PHYSIOLOGICALLY TOLERABLE IMPRESSION 
TECHNIQUE. 


The magazine is mailed on the fifteenth of the month of issue. 
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Desiccation and Sterilization of 


Root Canals by Electrosurgery — 


WILLIAM I. OGUS, D.D.S., Washington, D. C. 


An original technique is offered 
for both drying and sterilizing 
the root canal in one operation. 
The monopolar, monoterminal 
desiccation current is used in this 
electrosurgical treatment of the 
root canal. 

In next month’s issue of this 
magazine, Doctor Ogus will dis- 
cuss the use of the desiccating 
current in the treatment of gingi- 
val caries. 


THE BEGINNING of the first world war 
found dentistry undergoing a trans- 
formation from ancient to modern, 
from a mechanical art to a branch of 
medical science. The cause of this 
change, the development of the 
roentgen ray to practical use, brought 
light to fields long in darkness. The 
findings of bacteriologists (Rosenow, 
Hartzell, Hatton, and others) estab- 
lished the theory of focal infection. 
These scientific developments im- 
mediately split the medical profession 
into two lines of thought: One group 
asked for the elimination of all pulp- 
less teeth. The other group asked for 
an opportunity to retain selected pulp- 
less teeth which showed no periapical 
destruction roentgenographically. 
Dentists could offer no scientific proof 
to the medical profession that pulpless 
teeth were not a causative or con- 
tributing factor in focal infection, 
and the wholesale extractions that 
followed almost headed us toward be- 
coming a nation of edentulous people. 


Fig. 1—Apparatus for electric desiccation 
of root canals: (1) electrode handle; (2) 
Ogus chuck for holding the barbed 
broach. The monopolar, monoterminal 
current is used. 


Fig. 2—The opening into the pulp cham- 
ber of an anterior tooth is made on the 
lingual. It is made on the occlusal of bi- 
cuspids and molars. 
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Fig. 3 
Fig. 3—Left: Barbed broach and Ogus 
chuck. Center: Charged broach showing : 


the direction of the current. Right: Be- 
ginning desiccation of pulp chamber. 


Fig. 4—Continue the interrupted one- 
second applications of the current until 
the apex of the tooth is reached. This re- 
quires from ten to twenty applications. 


Fig. 3 


Scientific work continued until we 
found that all ills do not originate 
from pulpless teeth. Many techniques 
for sterilizing and retaining these 
teeth have been offered by the dental 
profession. In 1906 Hermann Prinz 
stated: “There is but one efficient 
method of sterilizing root canals. Re- 
move the teeth and boil them!” Today 
it is possible to sterilize root canals 
by “boiling” them without extraction 
of the teeth. By the insertion of a 
broach electrode into the root canal 
of the tooth, sufficient heat is gener- 
ated to kill any bacteria that may be 
present not only within the root canal 


itself but also beyond the apex of the 
tooth. 


Electric Desiccation 


| A technique is offered for both dry- 
| ing and sterilizing the root canal by 
: one operation by means of an elec- 
tric current (Fig. 1). The technique 
saves much time, and is scientifically 
sound inasmuch as clear culture 
studies are made before the root canal 


Fig. 
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Fig. 5—Top: The root canal after the 
desiccation operation. Bottom: Opening 
the root canal wide by reaming. 


is filled. This is an original technique 
by Doctor M. K. Baklor of Baltimore, 
Maryland, and is based on the de- 
velopment of the use of electrosurgery 
in dentistry by Doctor Elmer Brown 
of Trenton, New Jersey, and myself. 
This report is made on eleven years’ 
work represented by three thousand 
cases treated by Doctor Baklor and 
myself. Roentgenographic and _ bac- 
teriologic studies were made in all 
cases. 

Three different currents are em- 
ployed in electrosurgery: (1) acusec- 
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Fig. 6 


tion (cutting); (2) coagulation; and 
(3) desiccation (monopolar and 
monoterminal). The definition of 
electric desiccation that is used here 
is: The dehydration of living tissues 
by moderate heat induced by the pas- 
sage of a monoterminal, high fre- 
quency current through the tissue. 
The desiccation current can be used 
for three distinct purposes in dentist- 
ry: (1) root canal sterilization; (2) 
plaque removal in leukoplakia; and 


(3) removal of gingivae in gingival 
erosion. We deal here with the use of 
the desiccation current in root canal 
sterilization. The present control of 
power in the use of desiccation makes 
it possible to complete a root canal 
sterilization with a maximum of 
twenty applications of one second 
each. The barbed broach is used in 
this operation because it is an aid in 
cleaning the debris from the canal 
when the current is interrupted. 


Putrescent Pulps, Acute and 
Chronic 


The two chief problems in treating 
putrescent pulps are moisture and in- 
fection. The desiccation current elim. 
inates the moisture by drying the con. 
tents of the canal, and eliminates the 
infection by means of the heat gener. 
ated. The desiccation current pro- 
duces a dry slough. 

1. If the pulp is acutely inflamed, 
carry out the following procedure at 
the first visit: 

a) Drill into the pulp chamber. 
The opening into the tooth must be on 
the lingual of anteriors and on the oc- 
clusal of bicuspids and molars. Open 
the pulp chamber wide (Fig. 2). The 
technique as carried out on an an 
terior tooth is illustrated here. 

b) If suppuration is pronounced. 
wash the canal with warm chlorine so- 
lution and aspirate with suction. This 


Fig. 6 


Fig. 6—Filling the root canal. Left: Past? 
being inserted with the use of a §ul 
Right: Insertion of gutta-percha poi 
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especially should be done on young 
patients if there is marked edema 
when the canal is opened. 

2. If the pulp is chronically inflam- 
ed, the following procedure is ad- 
vised at the first visit : 

a) Open the pulp chamber as in 
the case of acute inflammation. 

b) Allow the gases to escape. 

c) Leave the pulp chamber open. 

3. On the second visit, apply a rub- 
ber dam, open the canal the maximum 
amount, and remove the debris with 
a broach and blasts of warm air. Ap- 
ply the broach electrode (Fig. 3) into 
the pulp chamber for one second; 
then interrupt the current for three 
seconds. Continue these interrupted 
applications until the apex of the 
tooth is reached (Fig. 4), which re- 
quires from ten to twenty applica- 
tions of the current. Steam is seen to 
escape during the operation; thus all 
moisture is eliminated and the canal 
is completely dried. 

Curet the debris from the canal 
with the same broach, and open the 
canal wide by reaming (Fig. 5). 
Insert a sterile cotton point, and seal 
the tooth for three to five days. 

4. On the third visit, apply the rub- 
ber dam, remove the cotton point and 
place it into culture media, and seal 
the tooth. 

5. On the fourth visit, if the culture 
report is negative the canal is filled 
by any accepted method (Fig. 6). If 
the culture report is unfavorable, the 
canal has not been treated properly. 
It then is necessary to apply the elec- 
trode again for no more than ten in- 
terrupted current applications. Again 
insert sterile cotton point, and seal the 
tooth. 

6. On the next visit, take another 
culture specimen from the canal. Only 
a few cases require more than two 
applications of the desiccation current 
if the technique is used properly. 

7. Restore the lingual of the tooth 
with gold or acrylic. 


Fig. 1—The incision for the open method 
of removing a periapical cyst or granu- 
loma following the electric desiccation 
treatment in the root canal. 


F ig. 8—The insert (a) shows the retrac- 
tion of the tissue covering the periapical 
growth. The interrupted line shows the 


outline of the box opening that is to be 
made. 
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: t Fig. 9—Above: The initial opening (left) is made in the center of the area with a three-sided chisel, and the opening is enlarged | 
- (right) with a straight chisel and mallet. Below: The apex of the root is exposed after removal of the tumor (left), and the en- 
 &§ tire area is desiccated with the electric broach (right). | 
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Removal of Vital Pulp 


This entire operation can be carried 
out during one appointment. 

1. Apply the rubber dam; and extir- 
pate the pulp, using a local anesthetic. 

2. Desiccate the canal with the 
broach electrode until the canal is 
thoroughly dry, and fill the canal im- 
mediately. If the sterile technique is 
carried out, there is no reason to an- 
ticipate an unfavorable culture re- 
port. 

3. Restore the tooth with acrylic or 
gold. 


Teeth with Periapical Granu- 
lomas or Cysts 


1. On the first visit, open the root 
canal (lingual surface on anteriors, 
and occlusal surface on bicuspids and 
molars) for drainage, and leave it 
open. 

2. On the second visit, using a local 
anesthetic, remove all contents of the 
root canal, and treat by desiccation 
and debris removal. Fill the root canal 
and seal the tooth. 

3. The technique for removing a 
granuloma or cyst from the periapical 
region following the electric desicca- 
tion treatment of an anterior tooth 
root canal is shown in Figures 7 
through 10. 

a) Figure 7 shows the incision 
being made for the open method of 
removing the tumor. 

b) Figure 8 shows the retraction 
of the tissue and the outline of the 
box opening. 

c) The method of removal of 
the growth is illustrated in Figure 9, 
and the closing of the operative wound 
by suture in Figure 10. 

4. The lingual surface of the an- 


Fig. 10—The incision made for the removal of the periapical cyst is closed with two 
sutures. 


terior tooth is restored on completion 
of the desiccation and surgical treat- 
ment. 


Comments 


Baklor’s technique differs from 
mine in some respects. He does not 
use an anesthetic for any part of the 
desiccation operation. He believes 
that the patient can well tolerate the 
heat generated, and uses the patient’s 
reaction as an aid in determining the 
penetration of the current. I use a 


We Can’t Pay You, But— 


No DENTAL author can ever be paid 
for a valuable technical or scientific 
article. The value of such material is 
above a monetary basis. In the prep- 
aration of a technical article, how- 
ever, an author often expends money 
for drawings, photographs, models, 
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or graphs. We should like to help de- 
fray some of these expenses. 

Until further notice, THE DENTAL 
Dicest will allow $25.00 toward the 
cost of the illustrations provided by 
the author of every article accepted. 

If you have a constructive idea, an 


local supraperiosteal anesthetic for all 
root canal desiccation (Posner). 
Baklor does not remove all small 
granulomas or cysts by surgical 
means, but treats them by roentgen 
therapy. He does remove the larger 
cysts and granulomas by surgical 
means, however. I remove all granu- 
lomas and cysts, regardless of their 
size, by surgery. I feel that the reten- 
tion of epithelial cells within ‘the 
bone may later lead to cyst formation. 
1832 Eye Street, N. W. 


innovation, a new result of tried and 
proved experiment, put it down in 
writing, illustrate it, and send the 
material to: The Editor of THE DEN- 
TAL Dicest, 708 Church Street, 
Evanston, Illinois. 

We hope that you will accept this 
invitation! 
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A Technique for Full Impressions 
using Alginates or Colloids 


LEOPOLD HIRSCH, D.D.S., New York 


A time-saving full impression 
technique that gives excellent re- 
sults is offered. This technique is 
unusual in that the final alginate 
or colloid impression is taken in 
a preliminary yellow beeswax 
impression rather than directly in 
the tray. 


SEVERAL METHODS for taking full up- 
per or lower impressions with colloids 
are now in use. These consume a 
great amount of time in preparing 
trays. The following procedure, by 
which either an upper or lower im- 
pression can be completed in twenty 
minutes, gives excellent results. 


Technique 


1. Select an ordinary tray which 
covers the area desired in the impres- 
sion (Fig. 1). This tray must allow 
enough room all over so as not to im- 
pinge on the tissue. 

2. Soften yellow beeswax (sup- 
plied in sheets) in hot water until it 
is uniformly soft, and place it on the 
tray. Shape the wax a bit with the 
fingers and take a snap impression 
(Fig. 2). Have the patient go through 
the muscle-trimming movements with 
the lips and cheeks for the upper im- 
pression, and through the usual 
tongue movements for the lower im- 
pression. 

3. Remove the wax impression from 
the mouth. While the wax is still pli- 
able, eliminate the undercuts with the 
fingers (Fig. 3). 


Fig. 1(top)—Ordinary metal impression 


trays, upper and lower. ? 


Fig. 2 (center) —Snap yellow wax impres- 
sions. 


Fig. 3 (bottom)—Eliminate undercuts 
with fingers while wax is still pliable. 
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4. Chill the wax in cold water. After 
the original wax impression is chilled, 
add a few small pieces of black card- 
ing wax to the ridges of both the up- 
per and lower impressions (Fig. 4). 
This prevents the tray from coming 
in contact with the tissue, and allows 
for a sufficient coating of colloid. It 
likewise prevents the margins of the 
tray from displacing the tissue. 

5. Prepare the wax so that colloid 
will adhere to it. This is accomplished 
as follows: 

a) Coat the wax surfaces with 
shellac (Fig. 5). 

b) Use the compressed air spray 
on the shellac-coated tray for a mo- 
ment until the shellac becomes sticky. 

c) Pat the shellac-coated tray 
with a wad of cotton until it is well 
covered with cotton fuzz (Fig. 6). 
Enough cotton sticks to the shellac so 
that any colloid will stick to it. 

6. Using any alginate or colloid 
with which you are familiar, mix in 
the usual manner and fill the cotton- 
coated wax tray. Place a little of the 
colloid mix under the upper lip and 
in the palatal vault. Then seat the tray 
and hold in place for three minutes. 
After the tray is in the mouth for one 
minute, permit the patient to repeat 
the usual muscle-trimming move- 
ments. 

7. The resultant impression is per- 
fectly muscle-trimmed and gives the 
finest detail without any tissue dis- 
tortion. 

8. Pour both models in stone and let 
them set, the base up. Do not invert 
them to get a smooth base; this tends 


to distort the impressions. 
600 West 181 Street. 


The Cover 


THE COVER scene shows the Arlington 
Memorial Bridge from the Virginia 
side of the Potomac River. The Lin- 
coln Memorial is in the background 
and the Washington Monument is on 
the right. The Five-State Postgradu- 
ate Clinic is being held in Washington 
May 24.27, 
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Fig. 4—Bits of black carding wax at the ridge of the impression prevent the tray from 
contacting the tissue and permit a heavier coating of colloid. 


Fig. 5—Coat the wax surfaces with shellac to increase the surface adhesion. 
Fig. 6—Pat cotton over the shellac surface to increase the adherence of the colloid. 


Emergency Tracheotomy 


CHARLES C. ALLING, A.B., Indianapolis* 


An emergency tracheotomy is an 
operation that may at some time 
be indicated in any dental office. 
For this reason a knowledge of 
the involved anatomy and of the 
indications for the operation is 
invaluable to the dentist. These 
are presented here, as are the op- 
erative technique and the precau- 
tions to be taken. 


THE DENTIST constantly practices his 
profession under circumstances that 
may require at a moment’s notice the 
performance of one of the most spec- 
tacular operations known to the sur- 
gical world. Statistics are not readily 
available concerning the number of 
casualties resulting when patients in 
dental chairs suffer asphyxiation due 
to lodgment in their larynges of gauze 
packs, dental appliances, teeth, or 
pieces of bone. The dentist must, how- 
ever, be always on the alert and in- 
stitute suitable precautionary meas- 
ures against such an accident, espe- 
cially if the patient is unconscious. 
Should the patient inhale a foreign 
body, it may pass the larynx and go 
down the trachea to the bronchi, and 
probably lodge in the right bronchus 
inasmuch as it has the larger opening 
and the bifurcation is set to the left 
of the midline of the trachea. In this 
case a life-or-death emergency does 
not exist, but medical aid should be 
obtained promptly. 
Anatomy 


t 


The area involved, primarily the 
suprasternal notch, is not complicat- 
ed. The apprehension that must be 
felt by a dentist forced to do an emer- 
gency tracheotomy arises for a great 


*The author would like to extend his sincere thanks 
to Mr. Richard Scott, photographer, who prepared 
the illustrations accompanying this article. 

ILewis, W. H. (Editor): Gray’s Anatomy, ed. 24, 
Philadelphia, Lea & Febiger, 1942, pages 1105-1108. 
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Fig. 1—(1) Tracheal incision; (2) tracheal rings; (a, a’) soft tissue incision; (b) 
prominence of thyroid cartilage; (c) bulge of sternal head of sternomastoid muscle; 
(x) mandible; (y) supraclavicular fossae; and (z) area over manubrium. 


part from subconscious associations 
with a homicidal slitting of a throat. 

1. Topographically, the supraster- 
nal notch is bounded inferiorly with 
the jugular notch on the upper border 
of the manubrium. The bulges of the 
sternal heads of the sternomastoid 
muscle, which originate on the manu- 
brium below and on either side of the 
jugular notch, mark the lateral bor- 


ders. The depression evident above 
the manubrium becomes more shal- 
low as it approaches the larynx, and 
the superior. boundary may be desig- 
nated at the crest presented by the 
cricoid cartilage. 

_ 2. Anatomically, the suprasternal 
notch contains the trachea with the 
lobes of the thyroid gland on either 
side of it. The lobes are connected by 
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an isthmus crossing the trachea, gen- 
erally in front of the third tracheal 
ring. Bilaterally and deep to the tra- 


chea, passing behind the lobes of the 


thyroid gland are the common caro- 
tid arteries and the internal jugular 
veins. Covering the lobes and isthmus 
of the thyroid gland is a venous plex- 
us. Ramifications of the inferior thy- 
roid veins are situated between the 
thyroid gland and the manubrium.’ 

3. “The skeleton of the larynx is 
composed primarily of three large un- 
paired cartilages, the epiglottis, thy- 
roid, and cricoid cartilages. . . . The 
cricoid cartilage rests on the upper 
ring of the trachea and is held there 
by a continuation of the membrane 
which holds the rings of the trachea 
together.” The cricoid cartilage at 
the superior boundary of the supra- 
sternal notch is the only one with 
which one is concerned in an emer- 
gency tracheotomy. 


Indications for Tracheotomy 


When the patient ceases to breathe, 
the competence and confidence of the 
dentist may be devastated or bolstered 
by his training, background, and tem- 
perament. The patient’s life depends 
upon immediate determination of the 
signs of obstructive laryngeal dysp- 
nea. The dentist must not procrasti- 
nate. The indications for an emer- 
gency tracheotomy are: 

1. The indrawing of the jugular or 
suprasternal notch. Jackson and 
Coates* assert: “Failure to recognize 
the true meaning of this indrawing 
has resulted in the death of thousands 
for want of tracheotomy.” 

2. The indrawing of the supraclavi- 
cular fossae, intercostal spaces, epi- 
gastrium, and, in very young chil- 
dren, the indrawing of the sternum 
may occur.*® 

3. Stridor is an indication of dan- 
ger when accompanied by the laryn- 
geal obstruction and the indrawing 
of the soft tissues.° 

4. The patient begins fighting for 
air. 

Ritiecsn, E. B.: Illustrations of Regional Anatomy, 
Section II, ed. 4, Edinburgh, E. and S. Livingstone, 
gate f the Head and Neck 

.: Anatomy of the Head an eck, 
Lea & Febiger, 1946, page 58. 
tay Dentistry, Revised Edition, Chicago, American 
Association, pages 79-86. 

il, J. F.: Surgica atomy of the Head and 


Neck, Baltimore, W. Wood and Company, 1937, 
Pages 379-382, 
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Fig. 2—(1) Tracheal incision; (2) tracheal rings; (3) common carotid artery; (4) 
internal jugular vein; (5) isthmus of thyroid gland; (6) thyroid gland; (7) crico- 
thyroid muscle; (8)thyrohyoid membrane; (9) thyroid cartilage; (10) cricothyroid 
membrane; (11) cricoid cartilage; (12) sternal head of sternomastoid muscle; (x) 
mandible; (y) supraclavicular fossae; and (z) area over manubrium. 


5. Cyanosis is stressed by some au- 
thorities, although Barnhill® states, 
“Strangely, cyanosis is not a marked 
or important symptom of obstruc- 
tion.” 


Operative Technique 


Members of the dental profession 
will not perform a tracheotomy ex- 
cept under the direst circumstances; 
therefore, a study will not be made of 
any of the formal operating room 
techniques. This emergency operation 
may be performed with the patient in 
the dental chair, on the floor, on a 
bed, and with any sharp instrument 
that is at hand without the least re- 
gard to asepsis. The dental practition- 
er whose professional knowledge em- 
bodies an understanding of the prob- 


lem involved and its solution will be 
in a position to save the patient’s life, 
which will not be endangered later 
because of a blind, confused, and 
faulty technique wrought by a lack 
of information. 

Upon a decisive resolution that an 
emergency tracheotomy is indicated, 
the following technique (see illustra- 
tions) is to be followed through swift- 
ly, smoothly, and with finality: 

1. Keep the patient in a sitting po- 
sition as long as possible to make 
breathing easier.° If feasible without 
losing too much time, anesthetize the 
skin below the anterior prominence 
of the thyroid cartilage (Adam’s ap- 
ple) and above the suprasternal notch 
with some local agent. 

2. Lay the patient back with his 
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head lower than the shoulder region. 
Be certain that the chin is in a 
straight line with the suprasternal 
notch. This arrangement will length- 
en the part of the trachea to be util- 
ized and will put all the vital struc- 
tures to either side of the trachea.® 

3. Incise the soft tissue below the 
thyroid cartilage to the suprasternal 
notch while steadying the trachea and 
larynx with the other hand. This 
. wound will promptly fill with blood. 
This blood is for the greater part 
venous in origin and comes from the 
ramifications of the inferior thyroid 
veins. Bleeding would occur from the 
isthmus of the thyroid gland if it 
were severed and from the venous 
plexus located on the isthmus. 

4. Palpate the blood-filled incision, 
identify the trachea, and incise three 
cartilaginous rings, endeavoring to 
cut below the cricoid cartilage and 
the isthmus of the thyroid gland, al- 
though the latter precaution is rela- 
tively unimportant. 

5. Insert the cannula, which well 
may be the only hollow tube avail- 
able. 


6. Aspirate, drain, or soak up the 


6Shapiro, H. H.: Applied Anatomy of the Head 
and Neck, Philadelphia, J. B. Lippincott Co., 1943, 
pages 174-175. 


blood, and arrest any hemorrhage. 
If the isthmus of the thyroid is sev- 
ered, ligating the two free ends will 
stop some of the bleeding. A pneu- 
monic condition may arise if the 
blood that has flowed into the trachea 
is not removed by suction.° | 

7. If necessary, apply artificial res- 
piration. 

Rapid and complete relief will now 
be afforded the patient who, a mo- 
ment before, was fighting for his life. 

As soon as possible, the dentist 
should obtain medical aid so that a 
permanent cannula may be placed. 
All the authorities advise having a 
specially trained person in attendance 
with the patient the first few days 
following the operation. 


Precautions 


1. The dental surgeon should use 
the utmost care to incise through the 
anterior midline of the trachea, and 
not through the lateral walls or com- 
pletely through the posterior wall and 
into the esophagus. This precaution 
is particularly pertinent when caring 
for a child, as the trachea is more 
movable, smaller, and is situated at 
a relatively deeper position than in 
the adult.1 Care to cut in the midline 
will ensure missing the anterior jugu- 


lar veins and the common carotid 
arteries which parallel the trachea on 
either side. 

2. It is well to leave one or more 
cartilaginous rings uncut above the 
jugular notch of the manubrium. This 
precaution is observed so that later 
the cannula inserted in the incision 
will not be carried by the movable 
trachea down behind the manubrium 
to a dangerously inaccessible place. 

3. If possible, one should not pene- 
trate any of the three unpaired car- 
tilages of the larynx; namely, the epi- 
glottis, the thyroid, and the cricoid. 
The cricoid is the one most likely to 
be incised; and this may result in a 
laryngeal stenosis. If the incision is 
made through the thyroid cartilage 
or higher, a laryngeal stricture might 
occur, a complication that is almost 
uncorrectable. 

4. As mentioned, immediate suc- 
tion of the blood from the trachea 
will prevent pneumonia, which fre- | 
quently arises from this condition. 
This is especially true in an emer- 
gency tracheotomy where ligating of 
the blood vessels does not occur until 
relief has been provided for the pa- 
tient. 


5653 Guilford Avenue. 


Reducing Dislocations of the Temporomandibular Joint 


JOHN W. HALLAM, L.R.C.P., M.R.C.S., L.D.S. 


THE FOLLOWING technique was used 
in reducing six temporomandibular 
dislocations, five unilateral and one 
bilateral, one of which had been dis- 
located for three days. In no case was 
anesthesia required, and all were re- 
duced with great ease. 


Technique 


1. The patient lies flat on his back, 
and the operator stands or sits be- 
hind the patient’s head, the head be- 


ing steadied between the operator’s 
wrists. 

2. As in other methods, the thumbs 
are placed on the lower molars, and 
the finger tips rest below the anterior 
end of the body of the mandible. 

3. Downward pressure with the 
thumbs, followed by an upward tilt- 
ing of the symphysis, will readily re- 
duce the dislocation. 


Advantages 
1. The patient is in a position of 


rest, and in consequence muscular 
relaxation is obtained more readily. 

2. The head can be controlled con- 
veniently. 

3. The downward pressure can be 
exerted against the resistance of the 
patient’s body. 

4. Pressure is easier to apply with 
the arm straight. 


—From. The Dental Record 65:254 
(November) 1945. 
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IN THE PAST several years the treatment of surgical 
shock has undergone a revolutionary revision. Tra- 
ditionally shock has been treated by the application 
of heat. The present method introduced by Freder- 
ick M. Allen’ is the use of cold. Cold retards the 
metabolic processes, inhibits pain, reduces exuda- 
tion and toxin. As a corollary to this treatment of 
shock it was found that the refrigeration of tissues 
also produced anesthesia. The use of cold has been 
notably successful in surgery of the extremities. A 
Russian surgeon, S. V. Lobachev,” has reported a 
series of eighty-seven cases of surgery of the ex- 
tremities done under refrigeration anesthesia. Lo- 
bachev, writing on the histology and bacterial flora 
of cooled tissues, gives this fundamental informa- 
tion: 

“When the temperature of a compressed and 
cooled limb whose vessels are intact has reached a 
certain low, it maintains a level of plus 5° to plus 
10° Centigrade or the minimal temperature with 
which life of a warm-blooded animal is compatible. 
Experiments in isolated tissues have shown that ir- 
reversible changes occur by cooling to minus 5° to 
minus 10° Centigrade or a temperature far below 
that at which death of-the entire organism occurs. 
According to our observations, the blood of a limb 
cooled for anesthesia becomes concentrated without 
being damaged as a whole, and its formed elements 
remain morphologically intact. The lowering of the 
temperature reduces all vital activities of proto- 
plasm and interrupts conduction in the nerves and 
sensation, in the nerve endings. Slow and gradual 
cooling to obtain anesthesia is not accompanied by 
painful sensations. The pain sensibility of the limb 
is the first to disappear on cooling, followed by loss 


of the temperature sensation and finally by loss of 


tactile sensibility.” | 

Restarski,® a dental officer in the United States 
Naval Research Institute at Bethesda, Maryland, 
has reported a brilliant experiment on dental an- 


‘Crossman, L. W., and Allen, F. M.: Shock and Refrigeration, J.A.M.A. 130:185- 
189 (January 26) 1946. 

*Lobachev, S. V.: Refrigeration Anesthesia in Surgery of the Extremities, 
Anesth. & Analg. 25 :22-30 (January-February) 1946. 

*Restarski, J. S.: Dental Anesthesia Induced by Local Refrigeration: Preliminary 
Report, M. & D. Bull. 17:111-113 (December) 1945. 
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esthesia induced by local refrigeration. (This does 
not imply freezing.) This project included tests on 
animals and human beings. Ten dogs were used in 
the preliminary test, and later sixteen enlisted Naval 
personnel submitted to cavity preparation in twenty- 
two instances. Restarski reports that in fifteen prep- 
arations complete anesthesia was obtained, whereas 
in seven preparations a mild degree of pain was ex- 
perienced. Before undertaking the test on human 
subjects, Restarski made histologic studies of 
sections from the jaws of dogs that had been sub- 
jected to refrigeration at temperatures between | © 
and 2° Centigrade for two-hour periods. His report 
on this phase reads: : 

“In no instance was any gross surface tissue 
change observed in either the maxillae or the man- 
dible immediately after the removal of the applica- 
tors, after prolonged refrigeration. 

“Subsequent comparison of histologic sections 
from refrigerated areas with those from nonre- 
frigerated control areas failed to show any differ- 
ence in cellular structure of the gingival epithelium, 
gingival connective tissues, cortical bone, alveolar 
bone, blood vessels, nerves, periodontal membrane, 
or dental pulp.” 

The refrigerating unit used by Restarski con- 


sisted of hollow metal applicators of soft copper. 


tubing fitted to the gingival tissues and held in firm 
position by standard rubber dam clamps. To these 
tubes the refrigerant was circulated by an electrical- 
ly operated pump. The refrigerant used was com- 
posed of 65 per cent water and 35 per cent ethy] 
alcohol which was placed in an inner metal chamber 


that was surrounded by an outer chamber that held’ 


crushed ice and salt mixture. The temperature of 
the circulating refrigerant in the applicators was 
between 1° and 2° Centigrade. As would be ex- 
pected, too rapid application or withdrawal of the 
refrigerant produced dental pain. 

Restarski’s preliminary report is encouraging. 
He suggests: “Trials on a large number of patients 
of all ages are needed to determine the effectiveness, 
limitations, and practicability of this type of local 
anesthesia in dentistry.” 
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A Controlled, Correctable, and Physiologically 


Tolerable Impression Technique 


Cc. H. MOSES, D.D.S., Hamilton, Ontario 


The factors that influence the re- 
tention of dentures were outlined 
in the March issue of this maga- 
zine.'! Two of these factors, adhe- 
sion by contact and atmospheric 
pressure, are recognized in the 
impression technique presented 
here, in which an attempt is made 
to utilize them as completely as 
possible. Virtually all impression 
techniques utilize these factors, 
some emphasizing one more than 
the other. I believe that the all- 
plaster technique, the plaster and 
compound, the paste and com- 
pound, and other similar meth- 
ods, do not permit applying and 
testing each phase separately. 
Neither do they permit the cor- 
rection of each part of the im- 
pression should it become neces- 
sary. A dentist must know how 
the completed denture will fit 
while the impression is being 
taken. The technique described 
permits making any necessary 
corrections at that time. In most 
of the other techniques it is im- 
possible to evaluate the accuracy 
of the impression until the den- 
ture is finished. 


THE TECHNIQUE presented here may 
appear to be involved and difficult; 
however, the explanation of the tech- 
nique takes longer than the actual 
operation. The preliminary impres- 
sions are taken in less than five min- 
utes during the patient’s first visit; the 
markings on the impressions take 
about a minute; and the laboratory 
technician does the rest. Instructions 
to the technician should not be neces- 


*This is the first of two articles on this impression 
technique. The second, which will appear in the May 
issue, will present the final steps in taking the lower 
impression and the steps in taking the upper impres- 
sion. 

1Moses, C. H.: A Critical Analysis of the Factors in 
the Retention of Dentures, THe Dentat Dicest 
51:136 (March) 1946. 


Fig. 1—Massage the modeling compound gently on the lingual flange toward the 
tonsillar area. 


Fig. 2—Locate the posterior fold corresponding to the posterior of the lingual flange 
of the denture. 


sary for more than the first case. After pression takes about a half hour. An 
the trays are made, the average im- hour and a half, however, should be 
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allowed for full upper and lower im- 
pressions to allow for difficulties. Dif- 
ficulties occur in all techniques, but in 
the technique described here they can 
be checked when the impression is 
taken. 


Preliminary Impressions 


1. It is my practice to take prelim- 
inary impressions during the first 
visit. Thus the patient becomes aware 
that work on the.dentures is already 
started, and financial arrangements 
may be made. 

2. Trays are constructed from these 
impressions for taking the true im- 
pressions. After trying trays made 
from various materials, vulcanite or 
acrylic were found to be the best. The 
extra cost for these trays is insignifi- 
cant in comparison with the results 
obtained. 

3. Select oversize trays. The lower 
tray should fit well up on the ramus. 
The upper tray should fit rather loose- 
ly and should extend beyond the dis- 
tal of the tuberosities. 

4. Vaseline the oversize lower tray 
and overfill with modelling com- 
pound, preferably a high-fusing kind. 
If a low-fusing compound is used, it 
should begin to get stiff before it is 
introduced into the mouth. Rotate the 
tray into the mouth, pressing down 
gently in the anterior region first and 
then on the posteriors, with the 
thumbs under the chin and the fingers 
on the bicuspid areas. When the com- 
pound hardens a bit more, gently mas- 
sage the compound on the lingual 
flange toward the tonsillar area (Fig. 
1). Make certain that there is suff- 
cient compound in the tray to reach 
that area. Hold gently but firmly for 
about two minutes until the compound 
is hard. Remove, and chill by dipping 
in cold water. 

9. Take the compound preliminary 
impression of the upper, making cer- 
tain that the tuberosities are included 
completely. 

6. Trim off all undercuts with a 
sharp knife. Undercuts cannot be de- 
pended on for retention; they usually 
cause sore areas under the finished 
denture. 


Outlining Impressions and Casts 
1. The outline of the lingual of the 
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Fig. 3—Reproduce the outline seen in Figure 2 on the heels of the preliminary lower 


impression. 


lower impression. 


lower tray is done on the lower pre- 
liminary impression and takes only a 
few seconds. The back of the throat 
is seen through a double archway, the 
anterior and posterior pillars of which 
enclose the tonsils. The anterior arch, 
the glossopalatine arch, extends down 
from the soft palate, curves to form 
the arch, and buries itself into the side 
of the tongue. When the tongue is at 
rest, it appears that the lingual flange 


Fig. 4—Reproduce the outlines of the mucolingual folds on the cuspid regions of the 


of the denture will be quite long. If 
the tongue is protruded, however, it 
pulls the lower part of the glosso- 
palatine muscle (the arch) forward, 
and the flange appears smaller. 
Have the patient extend the tongue 
out of the mouth; insert a mirror or a 
tongue depressor between the tongue 
and the ridge, moving the tongue 


aside slightly to help locate the pos- 


terior of the fold which corresponds 
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Fig. 6—Reproduce movement of membrane shown in Figure 5 on the impression. 


to the posterior part of the lingual 
flange of the denture; and make a 
mental note of its location in relation 
to the pear-shaped retromolar pad on 
the posterior part of the ridge (Fig. 
2). Using a sharp instrument, repro- 
duce this outline approximately by a 
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deep scratch on the heels of the lower 


impression (Fig. 3). 

2. So far we have spoken of the in- 
fluence of the muscles on the impres- 
sion. The folds of the mucous mem- 
brane, the contacting tissue, have as 
much and, in some cases, more in- 


fluence in the molding of impressions 
than the muscles. This is particularly 
true on the lingual. The mucolingual 
fold affects the entire lingual border. 
In the posterior wall, which is formed 
by the tongue pulling the glossopala- 
tine muscle forward, the attachment 
of the mucous membrane to the man- 
dibular side makes the fold. This mu- 
cous membrane must have enough 
slack to permit freedom of the tongue 
in all its movements. When the tongue 
makes an extreme movement, it pulls 
the membrane taut. It is this tighten- 
ing of the mucolingual and mucobuc- 
cal folds that often dislodges dentures. 
We must make allowance for slightly 
more than average movements of 
tongue, lips, and cheeks; therefore, 
we must be cautious when we speak of 
muscle trimming. It is often only 
trimming by pulling the mucous mem- 
brane taut. 

3. Have the patient place the tongue 
in the cheek. The mucolingual fold on 
the opposite side becomes taut and 
outlines itself. Sometimes it almost 
reaches the crest of the ridge. Mark 
this outline approximately to the cus- 
pid region on each side of the lower 
impression (Fig. 4). 

4. Have the patient attempt to touch 
the nose with the tip of the tongue 
(Fig. 5). Mark this movement of the 
membrane on the impression (Fig. 6). 

5. Only the posterior area of the 
upper impression is marked. An ap- 
proximate determination of the pos- 
terior border is made. The landmarks 
to observe are the notches posterior to 
the two tuberosities and the dots, or 
fovea, in the center of the soft palate. 
When the patient says “ah,” the soft 
palate moves up. Close the patient’s 
nostrils with the fingers and have the 
patient blow through the nose; the 
soft palate moves down. This is the 
clue to the initial outline of the post- 
dam area. Mark this on the impres- 
sion (Fig. 7). 

6. The models are poured, and the 
rest of the markings are made on the 
model (Fig: 8). If a commercial lab- 
oratory makes the tray, the following 
instructions should suffice for almost 

all cases: 
a) The previously scribed lines 
on the impression now show up 4s 
raised ones. Scribe them deeply in the 
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sone With a sharp instrument so that 


they will appear on the vulcanite or 
acrylic tray after the processing. 

b) Scribe around the entire mu- 
cobuccal margin on the upper model 
from tuberosity to tuberosity just 
jightly short of where it begins to 
fold. 

7. The muscles of the lips and 
cheeks pulling the mucous membrane 
may not be strong enough to over- 
come a greatly overextended tray and 
its contents. This work should be re- 
duced to a minimum. Overextension is 
one of the greatest causes of denture 
failure. Underextension also is dan- 
serous, but it can be corrected more 
easily in the impressions of the folds. 
The only area that must not be made 
too short is the posterior of the lower 
tray; it should extend beyond the re- 
tromolar pads. Scribe the mucolabial 
fold of the lower from cuspid to 
cuspid. 

8. A ridge will be seen which ex- 
tends back from the first bicuspid un- 
til it becomes the buccal edge of the 
anterior part of the ramus. This is 
appropriately called the external ob- 
lique line. 

9. Draw a line behind the pear- 
shaped retromolar pad, slanting back- 
ward and toward the lingual. The line 
will be just below the ramus and will 
be farther back on the lingual than 
on the buccal. The trays can now be 
processed. 


Processing the Trays 


As was stated previously, the trays 
should be made of either vulcanite or 
acrylic. The upper and lower trays 
should have handles. The handle on 
the lower is an aid in muscle trim- 
ming. This step requires that the 
tongue press the handle quite hard. 
The handle, therefore, must be of 
adequate size and have a concavity on 
the lingual. It should be about 34 inch 
wide and 14 inch high. There like- 
wise should be a concavity on the 
labial side. These concavities makes it 
easier to grasp the handle. The han- 
dles should be so placed that they 
will not interfere with muscle trim- 
ming and mucofold molding (Fig. 9). 

1. Try the trays in the mouth. 

2. Pull the lips and cheek to see if 
the trays lift. If they do, trim on the 
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Fig. 8—The lines scribed on the impressions show up as raised ones on the models. 
— around the entire mucobuccal margin of the upper model from tuberosity to 
tuberosity. 


lathe or with a large stone in the 
handpiece. 

3. Have the patient protrude the 
tongue, thereby checking the posterior 
of the lingual flange. 

4. Have the patient touch each 
cheek with the tip of the tongue to see 
if the opposite mucolingual fold does 
not lift the tray. Check the anterior 
lingual section by having the patient 
reach for the tip of the nose with the 
tongue. 


5. Trim off wherever necessary. The 
tray should rest on the ridge without 
being dislodged. 


The Lower Impression 


1. If the ridge has parallel walls 
and an extremely thin crest, or if it is 
flabby,’ a fissure bur, number 561, is 
used to cut through the tray at the 
crest of the narrow ridge or in the 
flabby area. In all other ridges, except 
class V (combination of two or more 
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Fig. 9—The handles on the vulcanite or acrylic trays should not interfere with muscle 
trimming or mucofold modeling. 


Fig. 10—Trace low-fusing compound, flamed, to the inside of the lower tray. 


types) in which parts of the tray may 
have to be cut through, the impression 
technique is standard. 

2. Use a good low-fusing type of 
compound, one which melts at 125° 
to 135° Fahrenheit. Warm it in the 
flame and trace it on the inside of the 
tray (Fig. 10). Depending on the 
size of the tray, trace the compound 
on 3 to 5 millimeters in thickness. Do 
not trace over the cut fissure if the 
ridge is thin-crested or flabby. This is 
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permitted to close over by itself. 
Some operators prefer to soften the 
compound in hot water, dry it in a 
towel, and place it in the tray. 

3. Glaze the compound by passing 
the flame of a Hanau alcohol blow- 
torch over the softened compound, dip 
it into a pan of extremely hot water 
for a second, and insert into the 
mouth, pressing it lightly by holding 
the tray down with the finger tips in 
the bicuspid region. Do not press hard 


enough for the tray to go through the 
compound. Remove from the mouth 
and drop the impression into the pan 
of cold water. 


Compound Versus Other Washes 


Advantages—1. I believe that flam. 
ing the compound lightly on the im. 
pression side achieves adhesion by 
contact with greater accuracy than 
any wash does. Most washes are 
placed in a prepared tray and then in- 
serted into the mouth. The outcome 
of the entire impression depends on 
that one insertion; nevertheless, many 
things can go wrong with no chance 
of correction: 

a) If some tissue is displaced 
during the taking of the impression, 
the finished denture will be lifted 
when the tissue recovers (like an elas- 
tic band between two glass slabs). 

b) There may be a discrepancy 
causing a break in contact. Maximum 
contact is necessary between the den- 
ture base and the mucosa. 

c) The material tends to run 
away from the periphery. 

d) The saliva may wash away 
some of the material. 

e) The wash material may have 
been too thin, causing voids. 

2. I contend that when compound is 
flamed over lightly on the impression 
side, it acts as a wash. It is a wa’ 
without the disadvantages of tie 
pastes and plaster. The chief differ- 
ence, however, is this: The impression 
surface may be heated and reheated 
many times either by flaming or by 
dipping into hot water, each one be- 
coming a corrected wash over the pre- 
vious one. Application of this part of 
the technique alone will increase the 
adhesion. 

3. Another advantage of the flaming 
and the dipping into hot water is that 
the ridge area and the peripheral area 
are done separately. Thus each can be 
controlled and perfected. 

Technique—l. The compound is 
hard now. Flame, softening about 
1 millimeter through the compound 
by passing the blowtorch rapidly 
over all the compound (Fig. 11). 
Temper by dipping in hot water, and 
insert into the mouth, holding it light- 
ly. The hard areas penetrate the soft- 
ened compound first, then the denser 
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soft tissues. Changes take place only 
within the limits of the softened 1 mil- 
limeter of compound. The rest of the 
compound is hard. Remove from the 
mouth in a few seconds and chill in 
the pan of cold water. 

2. Soften the surface compound 
again by passing the blow flame rapid- 
ly to and fro over it. This time try to 
penetrate with the heat for a distance 
of about 14 millimeter. Temper. Hold 
in the mouth lightly. Chill. On re- 
moval, more adhesion will become ap- 
parent because more intimate contact 
is being obtained. Many of the in- 
visible discrepancies are correcting 
themselves. The excess compound 
flows toward the periphery, and will 
be taken care of later. 

3. If the mylohyoid ridge or the 
mental foramina have to be relieved 
because of resorption of the ridge, 
this is done now with a suitable 
scraper. 

4. The next step is repeated as often 
as is found necessary, about a dozen 
times usually sufficing. It is certainly 
five minutes well spent. Dip the im- 
pression into the hot water for about 
three seconds; place it into the mouth, 
holding it lightly for about five sec- 
onds; and dip it into the cold water 
for about five seconds. Repeat this 
performance until that phase of the 


, impression is satisfactory. It will be 
iB noted that every indentation shows 


‘up in the impression. As far as I 
know, no other wash can correct it- 
self in this way. 


Functional Periphery 


We are now ready for the maximum 
utilization of the other force, atmos- 
pheric pressure. If the adhesion is 


University of Illinois 


A TWELVE-WEEK general Postgraduate 
Course will be given at the University 
of Illinois College of Dentistry begin- 
ning May 1, according to an an- 
nouncement made by Dean Allan G. 
Brodie. A grant of $50,000 has been 
provided from the W. K. Kellogg 
Foundation to support this series of 
postgraduate courses. 

The first course is designed pri- 
marily for returned veterans whose 
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Fig. 11—Flaming the onigan lightly achieves better adhesion by contact re ‘tei 
an impression wash. 


broken during mastication, the periph- 
ery should so seal the denture that 
air cannot get under it. Should air get 
under it, the pressure of mastication 
will force it out and the seal will im- 
mediately prevent it from entering 
again. This force is far more difficult 
to apply to lowers than to uppers be- 
cause the lower has a relatively great- 
er peripheral line in comparison with 
the small denture-bearing area, there- 
by creating more chances for air to 
get in. 

A mistake that frequently is made 
in an attempt to create a “valve seal” 
effect is overextension of the periph- 
ery. This ultimately causes a loose 
denture because the tissues return to 
their normal position, dislodging the 
denture. Another mistake is overcom- 


dental practice in the Army was limit- 
ed to certain phases of dentistry and 
who wish to obtain a short but inten- 
sive training in the principal fields of 
dentistry with special emphasis on 
the latest clinical and therapeutic ad- 
vances. This course will be particular- 
ly valuable for dental officers whose 
undergraduate training was shortened 
by the accelerated wartime schedule 
and for those who are planning to 


pression of the periphery while at- 
tempting to exclude the air like a suc- 
tion cup. This causes an interference 
with the nourishment of the tissues, 
resulting in pathologic conditions and 
changes in the tissues under the den- 
ture. The dentures must be physiolo- 
gically tolerable. 

The term “peripheral seal” is, there- 
fore, misleading. The tissues which 
form the periphery are not still 
enough in function to permit a com- 
plete and perfect seal. What is ob- 
tained by the technique described 
here is a “functional” periphery. The 
tongue, lips, and cheeks, wrap them- 
selves around the periphery, thereby 
excluding the air and creating the 
seal. 

508-510 Lister Building. 


Announces Program of Postgraduate Courses 


continue in advanced training in 
special clinical fields after the com- 
pletion of the refresher course. 

The curriculum will include didac- 
tic and clinical instruction in opera- 
tive dentistry, crown and bridge, full 
and partial dentures, root canal ther- 
apy, periodontics, children’s dentist- 
ry, and oral surgery. In addition, the 
recent biologic and medical advances 

(Continued on page 229) 
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Fig. 2 


Fig. 3 


Detecting High Spots on Castings 


E. P. Cressler ll, D.D.S., Newton, Kansas 


Fig. 1—Place a pellet of cotton on the end of a throat swab ap. 
plicator or any smooth, round stick. Soak the cotton in oil of 
cloves, and ignite the cotton. The resultant smoke will blacken the 
surface of the casting. On trying the casting in position, a high 
spot will be shown as a light spot on the smoked area. This meth- 
od also may be used for locating high spots on inlays and on 
clasps on partial dentures or removable bridges. 


A Technique for Repairing Broken Facings 


Captain Frank Epstein (DC) AUS, Fort Mason, California 


Fig. 2—A piece of baseplate wax (A) is adapted at the lingual 
to confine the impression material. A piece of pliable metal is cut 
and adapted to the buccal, including the teeth on either side of 
the broken facing (B). Holes are punched in this metal to help 
retain the impression material. An alginate impression is then 
taken. If a Steele’s facing is being replaced, a paper clip of exact 
size and fit is placed in the slot in the impression. If a long pin 
facing is being used, wires: are placed in the pin holes. Pour a 
model. Remove the wire, or wires; wax, and process in acrylic (C). 


Facilitating Contouring of Copper Bands 


Lieutenant A. B. Brustein (DC) AUS, Camp Atterbury, Indiana 


Fig. 3—After securing a close-fitting band for the prepared 
tooth, contour the band roughly to the outline of the gingival part 
of the preparation. Fill the band with carding wax and take an 
impression. Cut the band to the final outline of this impression. 
This will give the exact gingival contour to the band. Remove the 
carding wax and smooth the cut part of the band. It is now ready 
for the final modeling compound impression. The dotted lines in 
the drawing indicate the border of the wax impression and the 
part of the band to be cut away. 


Readers are Urged 
to Collect $10.00 


For every practical clinical or laboratory suggestion that 
is usable, THE DenTAL DicEst will pay $10.00 on publi- 
cation. 

You do not have to write an article. Furnish us with 
rough drawings or sketches, from which we will make 
suitable illustrations: write a brief description of the 
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tohUGGESTIONS .... 


Protection of Thin Spots in Full Dentures 
A. M. La Riche, D.D.S., Cleveland 


p- Fig. 4—Frequently there are thin spots on the labial part of full 
of upper dentures. Strips of adhesive tape are applied to these areas 
le to protect them during polishing. When the final polish is to be 


made, the strips are removed and the underlying areas are touched 
lightly. 


| PART LIGHT MACHINE OIL 
10 PARTS ETHER 


al 

ut Protecting Burs from Rust 

Harold Crandall, D.D.S., Salina, Utah 

en Fig. 5—After cleaning and sterilizing burs, immerse them in a 

ct mixture of one part light machine oil to ten parts ether. The burs 

In are removed and allowed to dry. The ether evaporates, leaving a 

a thin film of oil on the burs to lubricate them and to protect them 

). from rust. A cold cream jar with a screw cap is satisfactory as a 
container for the oil-ether mixture. It is necessary to add ether to 
the mixture from time to time to replace that lost through evapora- 
tion. 

ed 

art 

an 

yn. 

ay 

in A Modified Use for the Rubber Dam 

h 

‘ Frank Sverdilin, D.D.S., Forest Hills, New York 

Fig. 6—No rubber dam holder is necessary in this entabions 

(A). Two ligatures (B) are applied to the teeth, and two cotton 
tolls (C) are placed over the rubber dam gingivally to hold it in 
position while making an anterior silicate restoration. A celluloid 
strip (D) is used to contour the restoration. 

- technique involved; and jot down the advantages of the 

Li- technique. This shouldn’t take ten minutes of your time. 

Turn to page 215 for a convenient form to use. 

th Send your ideas to: Clinical and Laboratory Sugges- 

ke tions Editor, THe Dentat Dicest, 708 Church Street, 

he Evanston, Illinois. 
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Some Principles and the Philosophy of Periodontal Practice 


WALTER LEABO, D.D.S., Shreveport, Louisiana 


WE HAVE seen the best and most 
skillful restorative efforts go for 
naught in the face of constant and 
progressive loss of the supporting tis- 
sues. It is true we do not have the an- 
swers to all these problems; but it is 
equally true that generally we have 
not taken advantage of what knowl- 
edge we have, nor given proper en- 
couragement to the placing of the sub- 
ject of periodontal disease, its pre- 
vention and treatment, upon at least 
an equal basis with the treatment and 
prevention of dental caries. The nu- 
trition and local factors involved in 
periodontal degeneration, and the es- 
sential procedures in the diagnosis 
and treatment of any case of perio- 
dontal disease, follow. 


Nutrition Factor 


In the treatment of periodontal de- 
generation, nutrition plays an impor- 
tant and possibly a fundamental part. 
Every dentist should be in a position 
to discuss nutritional problems in- 
telligently with his patients. He 
should be thoroughly informed as to 
what constitutes a sound nutritional 
program, and take every opportunity 
to convey that information to his pa- 
tients. 


The number of young people with | 


advanced periodontal lesions of the 
complex and deep type, in clean 
mouths with little or no gingival irri- 
tation, is increasing. It is difficult to 
account for such distressing condi- 
tions except upon the basis of bad 
nutrition coupled with poor metabo- 
lism. To approach these cases from 
that standpoint can certainly do no 
harm, and we may be accomplishing 
something which will have profound 
bearing upon the future general 


health of the individual. 


Local Factors 

The mechanical, chemical, and 
bacterial irritations blend and com- 
bine to such an extent that usually 
all three exist at the same time, al- 
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though one of the three may have 
originated the inflammatory reac- 
tions in the tissues. In the practical 
treatment of periodontal disease it is 
essential that these forms of irrita- 
tion be eliminated as far as possible. 

Mechanical — Of the mechanical 
factors, trauma to the tooth itself is 
the most destructive. Occlusal trauma 


is not the only kind, although it is ~ 


probably most universal and impor- 
tant in the production of the deep 
lateral and parietal lesions. There is 
no better way of producing complete 
destruction of the supporting bone 
structure, especially in the upper bi- 
cuspids, than the wearing of a poorly 
balanced removable bridge. 

Chemical — Chemical irritations 
are those caused by the accumula- 
tions of food debris, especially the 
artificial and concentrated carbohy- 
drates, around the teeth in contact 
with gingival margins, with the sub- 
sequent end products of fermentation 
and putrefaction. | 

Bacterial — Bacterial irritation is 
usually secondary, as in the case of 
streptococci and staphylococci. The 
spirochete of Vincent and the fusi- 
form bacillus are likewise commonly 
found in the mouth. 


It is remarkable how many cases 
of periodontal diseases are discover- 
ed when roentgenograms are taken, 
when neither the dentist nor the pa- 
tient was aware of any disturbance. 
Gingival recession or tissue loss are 
not at all essential or accompanying 
factors in many of the deepest and 
most severe lesions. This is especially 
true in the posterior teeth interproxi- 
mally, and with extensive areas in- 
volving one surface only of the an- 
terior teeth. 

Any discoloration of the tissues 
showing infiltration of the capillaries 
should be investigated carefully with 
a suitable explorer to determine if 
there is detachment of tissue from the 


cementum. In giving ordinary pro- 
phylaxis the interproximal areas in 
the upper molars should especially 
be probed and curetted inasmuch as 
observation indicates that more le- 
sions originate here than in any other 
part of the periodontal tissues, and 
are less often detected. Another vital 
section is the lingual of lower molars. 
Tissue destruction does not have to 
extend far in this location to involve 
the bifurcation and give a bad prog- 
nosis. 

When roentgenograms are made, 
extensive alveolar destruction is not 
difficult to detect, and usually is inter- 
preted correctly; however, the slight- 
ed infiltrated crests and lesions of les- 
ser depth frequently go unnoticed 
and sometimes disregarded. Any 
alveolar disturbance found upon the 
roentgenogram should be investigated 
clinically and corrective measures 
taken whenever possible. 

Diagnosis of the presence of 
periodontal disease does not by any 
means cover the subject. It is neces- 
sary to determine the extent of the 
various lesions, the degree of bone de- 
struction which may render the tooth 
unsuitable for treatment, the stability 
of the tooth, its relation in occlusion 
and whether it may be adjusted, 
whether a tooth must carry a bridge 
support, and any number of consid- 
erations in planning operative pro- 
cedures for restoring missing teeth. 
These are matters in which experi- 
ence, judgment, and a knowledge of 
what may be expected from treat- 
ment in a given case enter, and no 
formula may be laid down. 


Corrective Measures 


Occlusal Correction — The correc- 
tion of the destructive action of 
trauma is fundamental to the treat- 
ment of all advanced alveolar loss. 
The techniques for the elimination of 
the occlusal trauma, and for the ad- 
justment of a full complement of natu- 

(Continued on page 215) 


THE DENTAT. DIGEST 


. 
S 


(Continued from page 210) 


ral teeth in order to place the stresses 
in such direction as to do away with 
excessive lateral pressure, or torsion, 
are phases of periodontal care which 
need much more specific teaching and 
study, in view of their universal ap- 
plication to virtually all restorative 
work. | 

Prophylaxis — No part of perio- 
dontal practice carries greater re- 
sponsibility than does prophylaxis. 
The profession generally has con- 
tinued to delegate to an insignificant 
position what should be a most com- 
prehensive preventive procedure. 

Every part of the gingival attach- 
ment must be carefully probed and 
the fine curet frequently used for 
the removal of calcic deposits and oth- 
er debris if inflammation is to be 
controlled and further tissue destruc- 
tion prevented. Subgingival calculus 
often forms and can be detected be- 
fore there is any visual indication of 
inflammatory reaction in the tissues. 
Regardless of what operative methods 
may have been employed to make the 
gingival tissues healthy, it may be 
maintained in that state only by care- 
ful elimination of irritations at defi- 
nite periods. The skillful use of the 
subgingival curet is entirely essential. 

Prevention—The ability to render 
comprehensive preventive service for 
periodontal disease is the foundation 
for treatment and eradication of the 
deeper and more advanced lesions. 
Failure to detect and take some 
measures to eliminate the early de- 
tachments of the periodontal tissues 
in the routine care of the mouth is 
usually due to the dentist’s inability 
to utilize the small subgingival curet 
to the best advantage in exploring the 
gingival crevice. Much emphasis has 
been given the treatment of advanced 
periodontal lesions and too little to 
what is necessary to prevention, or to 
eliminate those areas which are just 
beginning to break down. 

It is always necessary to discuss at 
length with every patient the im- 
portance of the toothbrush in the 
treatment and prevention of periodon- 
tal disease. We know that the inter- 
dental massage must be constantly 
carried on with both the bristles of the 
brush and either the rubber tip or 
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Where Patient 
Confidenee starts 


Patient confidence starts with 
the confident manner of the den- 
tist—his confident assurance that 
the patient need have no appre- 
hension. Dentists who operate 
with the Nargraf (for both anes- 
thesia and analgesia) have this 
confidence. They know that the 
McKesson Nargraf technique is 
simple, positive, and quick. They 
know that the Nargraf, in effect, 
breathes with the patient, auto- 
matically adjusting the flow of 
gas to the patient’s breathing rate, 
and eliminating the necessity of 
frequent adjustments. This is only 
one of the Nargraf advantages not 
available in any other gas equip- 
ment. 

Know the Nargraf, and the 
Nargraf will be your choice of a 
gas machine. 


NARGRAF | EUTHESOR 


EASOR 
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toothpick. It is important that every 
dentist should be able to recognize 
damage done by injudicious use of the 
brush, and to intelligently explain to 
the patient why this is, and to insti- 
tute corrective measures. Consider- 
able time must be spent in giving 
brushing instructions while the pa- 
tient is in the chair and by actual 
demonstration in the mouth. 


Treatment Procedure 


A systematic approach to any case 
of periodontal disease is essential. 

1. Full mouth roentgenograms must 
be made. They are necessary to a 
study of the supporting tissues. 

2. A clinical examination is made, 
at which time all the factors surround- 
ing and governing the case must be 
considered as far as possible. Each 
tooth with advanced areas of destruc- 
tion is examined with the objective of 
possibilities of treatment, and wheth- 
er it may be retained or removed. Sys- 
temic and_ nutritional conditions 
should be considered, and many times 
the aid of a physician will be required. 
Teeth beyond treatment are usually 
removed before the beginning of oper- 
ative work. 

3. Premedication may often be nec- 
essary for the reduction of bacterial 
growth and inflammation the result of 
the prevalent spirochete and fusiform 
bacilli of Vincent. 

4. A systematic, forceful, and effec- 
tive means of teaching toothbrushing 
technique should be set up in every 
office, and the patient trained in the 
correct use of the brush as an instru- 
ment for the treatment of periodontal 
disease and not merely as a toilet ac- 
cessory. 

9. It is essential to correct occlusion 
and to produce as good a balance as 
possible at this stage. This may be 
made one of the most valuable and 
satisfactory procedures in the entire 
treatment of the case. If carefully car- 
ried out it is a source of the greatest 
satisfaction to the patient, and there 
will rarely be any question in his 
mind as to the effectiveness of the re- 
sult. Whenever there is a feeling of 
discomfort on the part of the patient 


_after correction, invariably something 


is wrong with the method employed. 
6. All the foregoing has been in the 
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U.S PAT NO. 1974936 


FOR SELECTIVELY POSITIONING DENTAL X-RAY FILMS 


The only Patented 


Film Holder, is now 
available again 
at your dealer! 


adapta gives you 
BITE WINGS 


| 


or APICAL 
EXPOSURES 


3 


from your standard size 
X-RAY FILMS 


SANITARY 


NO SLIPPING 
of Film 


NO GAGGING 
ECONOMICAL 


Box of 100... . $1.00 


Write for Samples 
Interstate Dental Co., Inc. 
220 W. 42nd Street 
NEW YORK 18, N.Y. 
Sole Wholesale Distributors 
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An old story to you now, but always 


a new thrill to your patients .. . 


Use Steele's P.B.E. (Porcelain Biting 
Edge) facings or best esthetics —and | 
always with Steele’s P.B.E. backings. 


EST APRIL. 1946 
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Back to 


NORMALCY 


You will be pleased to know that we 
are now operating on a practically 
normal basis. A number of our old 
employees are out of the services and 
others are due back soon. We have al- 
ready received about $25,000 worth 
of new machinery which we ordered a 
year or more ago and more is com- 
ing. If, during the past four horrible 


years we were forced to return some. 


orders, if our workmanship was not 
up to our standards, and if the quali- 
ty of our papers and the speed of our 
service were below par, it was not 
because we did not exert every effort. 


Back to- normalcy means that we 
will now pick up where we left off and 
you will get, once again, the fine, 
courteous and quick service for which 
we are noted. Our workmanship will 
again be the very best. And, last, but 
not least, our prices remain, by far, 
the very lowest. 


The following new and revised cat- 
alogues will show you and tell you 
all about our more than 500 items. 


STATIONERY AND PRINTING 
CATALOGUE 


24 pages, 8” x 9”, including all the 
necessary printed items in doctors’ 
offices and many special and unusual 
items. 


SYSTEMS CATALOGUE 


40 pages, 814” x 11”, including the 
famous “Histacount” bookkeeping 
system, “Histacount” patients’ rec- 
_ords, financial records and numerous 


forms for special purposes. Also steel 


files and filing supplies. 
COPIES OF THE ABOVE ON REQUEST 


PROFESSIONAL 
PRINTING COMPANY, INC. 


America’s Largest Printers to the Professions 
Serving more than 100,000 Doctors and Nurses. 


15 East 22nd Street @ New York 10, N. Y. 
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nature of preparation of the field for 
systematic subgingival curettage: 

a) Regardless of the extent of 
the lesions or their location, one sec- 
tion of the mouth should be selected 
to begin operation, every part of the 
gingival crevice explored and curet- 
ted when detachments are found, and 
calculus and debris removed about 
each successive tooth. 

b) The depth of the lesion is 
compared with the roentgenogram 
and charted on the patient’s diagram. 

c) As skill increases in this op- 
eration it is rarely necessary to use an 
anesthetic. Experience indicates that 
patients are grateful if treatment can 


be carried on without an injection. 


After-pain or discomfort are so rare 
as to be almost negligible. 
d) After initial curetting of all 


areas, the tissue reaction is observed | 


to determine whether any particular 
lesions will require further operative 
interference. This may range from 
simple recuretting to excision of over- 
lying tissues which it is evident will 
not satisfactorily contract or return 
to normal condition or will become a 
factor in furthering irritation. 

e) By following these proced- 
ures we endeavor to let Nature’s own 
forces of repair tell us what should be 
done to further assist in the restora- 
tion of the tissues to health. 

7. Periodic prophylaxis, as _pre- 
viously discussed, is instituted. 
—From Texas Dental Journal 64:47- 
55 (February) 1946. 
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Vitamin K in Chewing Gum... 


It has been observed by a group of 
Northwestern University investiga- 


tors that by putting synthetic vitamin |} 


K in chewing gum the dental caries 
rate was reduced 60 to 90 per cent. 
This experiment conducted 


MAKE 
Demonstration 
MODELS 
from 
SURPLUS 
PLASTER 


with 
COLUMBIA 
RUBBER 
DENTOFORM 
MOLDS 
Better than sketches to explain cases to patients, | 
instead of wasting surplus plaster pour it into the 


Mold. If not enough, add the next excess mix, first 
wetting the set plaster. 
abutments, insert 


‘To make Models with Ivorine 
Ivorine Teeth into Mold before pouring 
Sets of Upper and Lower Molds Now Available 
No. R20—A set without 3rd molars. $5.00 
No. R22—A set with 3rd molars..... $5.00 


No. R24—A set for deciduous models .$5.00 
ivorine Teeth, each 50c 


COLUMBIA 


| Du MU 


Gives a Smooth, Lustrous Finish to Plaster 
or Stone Models. Makes them washable. 


COLUMBIA DENTOFORM CORP. 
131 East 23rd Street New York 10, N. Y. 


The Truth 
about 


AMES 


Dental Cements 


Most 
dentists use 


Ames 


@ We know that statement isn't 
true. Most dentists and dealers who 
read this know it isn’t true. They 
expect the truth from this company 
because we never have exaggerated 
or misrepresented our product of 
their popularity. So let us say: Most 
discriminating dentists use Ames 
Cement. 


The W. V-B. Ames Company 
Fremont, Ohio 
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» MUCO-SEAL impression tech- 


ique involves many new prin- 


ioles—consider the following: 


t Be ridge is unimportant. It may 
ya good ridge, a bad ridge or 
ridge,—RETENTION is assured. 
0 3 
’ he ridge acts as a bearing sur- 
ce only. All persons have this 
pearing surface. 
ertain soft tissue areas are utilized for positive RET ENTION. These se : 
reas are: 
The sublingual space; b) Retro-molar triangle; c) The entire extent i iL L ig T U F 8 3 
Y. of the ridge excluding the mylo-hyoid lingual flange area. ; ° 
Bhisimportant to extend sublingual BACKWARD,-NOT DOWNWARD Muco-Seal Impression Material adds an entirely 
1s in the past. new feature to full upper and lower: impressions. 
No compression .. . controlled displacement . . . 


inish all margins with an approximate Veth inch roll—the sublingual maximum accuracy . . . combine with the prin- 
ciples of MUCOSAL SEAL to give the same 
positive and active retention to full lower den- 


tures as is customary with full upper dentures. 


sace with a % inch roll. 


sitive retention occurs despite all normal mouth movements. The 


wer denture will not float and will actively resist all displacing forces. 


1 unit package. 


(iMustrated) 

- anits Powder ounce Glaze 

“ u units Liquid | measuring cup 

4 unit package. -$10.00 te 
ly units Liquid | measuring cup 

ot 

st 
es Complete technic end Instructions ta 


~MUC5-SEAL Impression material pockage 


PHILADELPHIA 4, PA. RELIABLE DENTAL PRODUCTS SINCE 


4 
Care 
‘ 


(TWO FORMULAS) 


Number 1. 
For the treatment of 
NOVOCAIN DERMATITIS 


Which is a very difficult condi- 
tion to overcome. It takes time to 
produce it, due to gradual absorp- 
tion and according to suscepti- 
bility to procain. It also takes 
time to remedy and then prevent 
it. Directions must be conscien- 
tiously followed. 
114 oz. net weight, $1.50. 


Number 2. 
For the care of 
ROUGH AND DRY HANDS 


This formula is a delicately scent- 
ed, emollient compound which also 
makes a splendid over night facial 
cream, as it is slowly absorbed. It 
should be used in conjunction with 
compound No. 1 by those afflicted 
with dermatitis. The two formulas 
work together. 


114 oz. net weight, 50c. 


These compounds are made of the highest quality, U.S.P. constituents and 
were developed by Dr. Ernest Fowler (oral surgeon) after five years of 
clinical experimenting with professional assistance. _ 


Until sufficient quantities are available and National distribution is ob- 
tained, this special introductory offer is made; one jar of No. | and two 
jars of No. 2 will be mailed postpaid and tax paid for $2.00 with order. 


ERNEST FOWLER, D.M.D. 
Box 5343, Metro Station, Los Angeles 55, California 


Others Have Tried 
BS POLISHERS 
Why Not You? 


Many dentists have sent in the coupon 
below and found out why BS Polish- 
ers are preferred over many others. 
They can readily understand why this 
soft, flexible rubber polisher makes a 
patient feel safe and comfortable. 
also why it is easy for it to clean and 
polish every tooth to a lustre bright- 
ness. Why don’t you find out these 
facts for yourself? Send the coupon 
in now! 


ARE SMALLER 
ANU MORE 
CONVENIENT 

TO USE 
Young Dental Mig.Co. 


Gentlemen: 
Without any obligation send us one ot 
ABSOLUTELY 


co. BS POLISHERS — 


among dental students over a period 
of eighteen months. These findings 
will be to the liking of young people 
who may now quote a hygienic rea. 
son for chewing gum. Naturally the 
gum manufacturers will be pleased to 
have the chance to tie up their prod. 
ucts with the health appeal. The next 
six months should show the manu. 
facturers utilizing the printed page 
and the radio waves to make gum 
chewing socially acceptable. 

Many parents who have frowned 
on the grimaces of their gum-chewing 
children, who have fought a losing 
fight against the gum snappings and 
cracklings, who have fumed at the 
wads tucked in out-of-the-way hiding 
places, will be forced to face the elo. 
quent health appeal. It will be mighty 
tough to be required:to deny a young. 
ster the privilege of chewing gum 
when he tells you that he is doing it 
not for fun but to preserve his dental 
hard tissues against caries. We can 
be sure that children will make the 
most of this newly won scientific ex- 
cuse. The advertisers will see that 
children get the story even before the 
parents are aware of the enzyme- 
inhibitory effect of vitamin K on den- 
tal caries. 

Before too long the manufacturers 
of soft drinks that are in disrepute 
among dentists because of their acid 
content will likely subsidize a piece 
of research of their own to uncover 
some agent that will help retard 
tooth decay. And then perhaps the 
candy makers will follow in line 
and look up a university to give them 
some scientific support and to sug- 
gest something that can be added to 
their products. The chewing gum, 
soft drink, and candy people are big 
business. What they do in the way of 
advertising will be done extensively 
and expensively. It is conceivable, 
assuming that the scientific “facts” 
are facts, that the manufacturers of 
these three products can do a better 
dental health educational job than 
has ever been done. It would be pleas- 
ant, however, to think that before 
the copy and script writers become 
too enthusiastic they consult with a 
group of dentists who would help 
them control their superlatives and 
extravagances of expression. Claim: 
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Removal of unsightly stains, mucoid f 
calculi from prosthodontic ap 


for dentists and patients alike—for 
cleanliness, mechanical det 
By recommending a profe: 
brush—like Dr. Wernet's, 
tufts, wired-in natural brist 
handle . . . and an effective yet 


safe cleansing and effig 
of denture function and bea 


THE WERNET DENTAL MANUFACTURING CO... 
Jersey City, N. J. 
136-D 
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A Quick-Acting Sedative 
of Short Duration for 
Pre-Operative Use eee 


.... to Allay Fear of the 
Dental Chair....- 


. fo Help Reduce Pos- 
sible Psychic Disturbances 


@ Even with the increasing routine use of local anesthesia 
to remove pain and fear of pain from operative work, 

‘with some patients there still exists a need for 

a pre-operative sedative which will allay fear of 

dental interventions. » Hexobarbital, a form of barbituric acid, 
is offered for this specific purpose. To meet the particular 
requirements of dental office procedures, Hexobarbital 

acts quickly and is of relatively short duration. » Hexobar- 

: bital is of very low toxicity; in prescribed dosages, and 
in cases where barbiturates are not contra-indi- 

cated, it causes no circulatory, respiratory or nervous 
disturbances. 


170 Vaorick Street, New York 13, N. Y. 
Loboratories: Wheeling, W. Va. & Springville, N. Y. 


HYGIENIC MOUTH CONDITIONS 


In every way that a mouth wash can promote 
oral hygiene, MU-COL is effective. In post- 
extraction treatment it promotes normal gran- 
ulation. Its cooling, soothing properties bring 
quick comfort to the patient. As a general 
mouth wash and cleanser for dentures its 
mucus solvent properties are especially 
helpful. It is superior as a liquid dentifrice. 
MU-COL is a powder, instantly soluble in 
warm water — a balanced saline — alkaline 
bacteriostatic and detergent. 


THE MU-COL CO. 
Dept. DD-46 
Buffalo-3, N.Y. 


Samples on request. 


ing too much is always bad, whiether 
it comes from a dentist, an advetiser, 
or a scientist. 


Penicillin in Tooth Powder ... 


Western Reserve University has 
undertaken a different kind of re. 
search to help in the mass conirol of 
dental caries. Doctor Thomas J. Hill, 
Professor of Clinical Oral Pathol. 
ogy, has undertaken a study in which 
he added penicillin to the tooth pow. 
der used by a thousand boys in a 
large industrial school. The rationale 
in the use of penicillin in this experi- 
ment was directed toward the reduc. 
tion of the number of Bacillus acido- 
philus in the saliva. Doctor Hill found 
that the penicillin added to the tooth 
powder produced a notable decrease 
in the bacterial count. He has pointed 
out that he has no intention of a shot- 
gun prescription to add penicillin to 
tooth powder: 

“Additional work will be necessary 
to determine the best method of ad. 
ministration and dosage necessary. It 
is not probable that penicillin can be 
added to commercial brands of tooth 
powder or paste or that it will be de- 
sirable to do so, but it will be neces- 
sary to use such medication for a lim- 
ited time and only on prescription.” 

Looking at the world of the future 
we can anticipate attacks on dental 
caries from many fronts. Fluorine 
will be added to our communal water 
supplies,. vitamin K to our chewing 
gum, antibiotics to our dentifrices, 
and possibly other biologic agents to 
other items of food and drink. There 
is some danger that with all this “doc- 
toring” we may be interfering with 
natural biologic defenses and tissue 
behavior. It is quite conceivable that 
with too much chemical interference 
we may be doing something to actu- 
ally destroy and decompensate the 
finely drawn natural physiologic 
mechanisms. We might be producing 
a race of supermen with strong, glis: 
tening, white teeth, but it could be 
that we are actually undermining 
Man’s native and natural defense 
mechanisms to other assaults. But 
Time will tell that story.’ 


By Their Good Works... 
Not enough dentists support the 
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NEWS AND VIEWS 
OF VITALLIUM 


LETTER OF COMMENDATION 


The war just con- 
cluded saw the pee 
and Navy Medica 

a 


ing seriously wounded men. 

It is to the eternal credit of 

service doctors that they 

spared no effort in employ- 
new and unusual surgi- 
techniques and meth 

of treatment while achieving 

this commendable record. 

In this endeavor Vitallium 
surgical appliances played a 
significant role. R tion 
of this fact was given by the 
Office of the Surgeon Gen- 
eral of the Army in a letter 
of commendation to Austenal 

ratories: 

. . We of the Medical 
Department fully realized 
what an important part your 
firm played in the develop- 


tally n for the preser- 
vation of the lives our 
fighting men and women. 
"We wish to take this Pua 
opportunity to thank your 


organization for the splendid 
cooperation and untiring ef- 
forts which helped so ma- 
terially to make the Medical 

partment’s record of this 
war so outstanding.” 


CURING PERSISTENT JAUNDICE 
. A. V. Migli- 
accio of Provi- 
dence, R. I., 

The American 
Journal of Sur- 
gery, Nov. 1945, 
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excellent Journal of Dental Research. 
Not enough dentists are aware of the 
magnificent job being done by this 
publication without strong financial 
backing in the way of paid subscrip- 
tions, advertising, or subsidies from 
professional organizations. The Jour- 
nal of Dental Research, edited by 
Hamilton B. G. Robinson and man- 
aged by J. Frank Hall, publishes the 
results of scientific investigations 
fresh from the source. These articles 
are of value to practicing dentists as 
well as to scientific workers in the 
laboratory. 

In the future when we expect so 
many conflicting reports to be circu- 
lated regarding dental disease and its 
treatment, we can safely expect the 
Journal of Dental Research to ex- 
press a sound, conservative, and scien- 
tific attitude. 


Calling All Ducks... 


I have lived these years without 
once realizing that there was such a 
thing as a National: Duck-Calling 
Tournament. To my surprise, and 
without previous notice, I found my- 
self one of the spectators (auditors 
perhaps would be more exact) listen- 
ing to the finals in a national duck- 
calling contest. 

I had attended the National Sports 
Show to get caught up on outboard 
motor developments and to see what 
was going on in the world of fishing 
tackle and plugs. It was with surprise 
that I met the contenders for the 
' duck-calling championship. It was 
like a major sports event with: radio 
announcers, spotlights, and music 
ready to crash out in the background. 

The first contestant, a man intro- 
duced by a number but without a 
name, looked as if he might be a 
salesman on those days that he was 
not calling ducks. His suit was well 
pressed and he wore a pair of new 
spectacles that gave him an executive 
look. He was announced, strode pur- 
posefully to the microphone and 
there set up his variation of the duck 
in flight calling to his mate (or what- 
ever ducks call to when they are be- 
ing vocal). He received a full round 
of applause. 

The second contestant was a little 
more the outdoorsman in his dress. 


224 


He wore a lumber jack. His duck 
calls were of a different tone color, 
pitch, and timbre—what these ex- 
pressions mean in musical terms | 
have no idea. He seemed to receive 
a fuller measure of applause than the 
first contestant, perhaps because he 
looked more like the outdoor sort. 

The third contestant suffered from 
living within an outgrown suit. Per- 
haps he had put on weight or the suit 
had naturally shrunk from the beat- 
ings of the war years. Whether or not 
this kept him from emitting the full 
duck calls I do not know, but he 
seemed to be the least inspired of the 


three. 


_but presume he is the king of all duck 


The judges, who were hidden be- 
hind a screen to assure an impersonal 
verdict, gave the contest to the gent 
in the lumber jack. 

Then the last year’s champion was 
introduced. I did not catch his name, 


callers. He even made a speech before 
his demonstration. His was the “Hello 
Ma, Hello Pa” type of thing that box- 
ers sometime emit over the air. He 
then crashed through with two calls 
that I am sure would fool the wisest 
duck. The champ was in “good voice.” 

Of such is the news in the land of 
sports! 


Here’s the Gold 


You Have Often Wished for— \ 


JELENKO 


‘FIRMILAY"’ is an unusual Type C Inlay Gold — one which 
you can really burnish as easily as a Type B Gold. Yet it meets 
all the requirements of A.D.A. Specification No. 5 as to 
Strength, Hardness, Precious Metal Content, etc. 


The ever-rising demand for ‘‘Firmilay”’ is the best proof 
that it is not only a more pleasing gold to work with but that 
it also gives the enduring service expected of a Type C 
Abutment Gold. 


for Carmichaels, Three-quarter Crowns 
and all Inlay Abutments 
TYPE C — HARD — GOLD COLOR 


per Dwt. $2.00 


Certified to Meet A.D.A. 
Specification No. 5 


Jia 
pawn 


136 West 52nd Stee 


RE “WORKABLE” 


Assures Ease in Finishing Margins 


ge, JF Jelenko & Co. Inc 


Sold by Better Dealers ~ 
Used by Better Laboratories 
Everywhere. 
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CAST GOLD 


Portrait of a General... 


Before Major General Robert H. 
Mills retired as Chief of the Dental 


Office, he turned over to the Amer- 
ican Dental Association the unused 
portion of the money that had been 
voluntarily contributed by dental of- 
ficers to pay for a portrait of him- 
self. The amount of $1200 was turned 
over to the American Dental Associa- 
tion War Memorial Fund and $300 
were turned over to the Association’s 
Relief Fund. 


The good wishes of the entire den- 


Division of the Surgeon General’s 


tal profession go to General Mills up- 
on his retirement. And the good wish- 
es of the profession likewise are ex- 
tended to his successor, Colonel 
Thomas L. Smith, who became the 
head of the Army Dental Corps on 
March 17. 


Home from Four Wars... 


Colonel George E. Meyer, who has 
served in four wars, has returned to 
dental practice in Chicago. Doctor 
Meyer, as a boy of fifteen, served in 
the Boxer Rebellion in China. He 
also served in the Philippine Cam- 
paign, with both the British and 


JELENKO 


Reg. U.S. Pat. Off. 


fn UMISURPASSABLE 
vod Color Cast Gol 


ELENKO NO. 7 Cast Gold has 

a Proportional Limit of 82,- 
000 lbs. per sq. in., heat treated. 
This is practically the maximum 
obtainable in a gold color cast- 
ing gold and assures the high 
strength and resiliency needed 
in a partial denture gold. 
Jelenko No. 7 also casts with 
sharp definition and is highly re- 


sistant to mouth discoloration. 


GOLD COLOR 
per dwt. $2.00 


Send Your Scrap to Jelenko. 
Accurate Assay. Prompt Report. 


“cast in 
Jelenko No. 7” 


It Justifies 
Dentistry's Be- 
liefthat Nothing 
is too Good for 
the Human Mouth. 


J. F. JELENKO & Co., Inc. 


Dental Golds and Specialties © 136 West 52nd St., New York 19, U.S.A, , 


American armies in World War I, 
and finally as Chief of the Dental 
Service at Barnes General Hospital 
in Vancouver in World War II. 


Tonics and Sedatives ... 


Our esteemed contemporary, The 
Journal of the American Medical As- 
sociation, is probably the best scien- 
tific or professional publication in the 
world. This journal, chock-full of 
scientific and practical articles for 
medical people, also believes in the 
good belly laugh. The Tonics and 
Sedatives Department carries some 
of the best humor in the country. 


Here is an example from a recent 


issue: 

“Three ways to end a dinner con- 
versation : 

“1. Ask the lady on your right if 
she’s married. Should she say ‘Yes,’ 
ask her if she has any children. If 
she says ‘No,’ ask her how she does it. 

“2. Ask the lady on your left if she 
is married. If she says ‘No,’ ask her 
if she has any children. 

“3. Ask the lady across from you 


| if she has any children. If she says 


“Yes,’ ask her if she’s married.” 
Orthodontics .. . 


There are a large number of gen- 
eral practitioners in the country who 
are required to conduct orthodontic 
treatment. In the past, many of these 
men depended on commercial labora- 
tories to supply them with appliances 
and even with suggested treatment 
procedures. Now we find a group of 
these general practitioners organiz- 
ing themselves to foster the study of 
orthodontics. 

This group, recently organized in 
New York as the New York.Society 
for the Study of Orthodontics, ex- 
presses its intentions in these words: 

“We, a group of dentists practicing 
orthodontics as an essential part of 
full dental service, organized this so- 
ciety, “The New York Society for the 
Study of Orthodéntics.’ It is our pur- 
pose, by mutual cooperation, through 
meetings, lectures, clinics, study 
groups, courses of instruction, re- 
search projects, and all allied means, 
to further our knowledge and increase 
our skill; and we hope by helping to 
solve its problems, both scientific and 
socio-economic, to contribute to the 
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advancement of the science and art 
of orthodontics.” 

Dentists who would like to receive 
more information regarding this new 
society may write to Leopold Hirsch, 
D.D.S., Secretary, The New York So- 
ciety for the Study of Orthodontics, 
600 West 181 Street, New York 33. 


Good Neighbors Begin at 
Home... 


‘The world is in an uproar. Nations 
are rattling their swords in each oth- 
er’s faces, and people within our own 
country are snarling at each other 
over prices, strikes, and political dis- 


In Two Speeds 
To Suit Your Needs! 


Hygienic provides two 
types of acrylic— Regular ee 
and Medium Set. The Regu- — 
lar is ready to pack in 5 to | 
10 minutes, depending on 
temperature. Medium Set 

has a longer working 
time which permits 
packing several cases 
from cne batch. Qual- 
ity and texture are the 
same in both types. 
Each is available in 
light, medium, deep 
pink and clear at $7.50 
(1 lb. powder, 4 Ib. 
liquid). Order a trial 
package to be billed 
through your dealer. 


‘ Certified to comply with ADA Specification No. 12 


Dental Rubber Company 


The Hygienic 
3 Akron 8, Ohio 


Another LEE SMITH Achievement 


A BETTER Oxy-Eugenol Corrective Wash 


KREX mixes and handles with greatease / 

. . sets quickly or slowly in the patient's / 
mouth as the case requires and according / 
to your own mix ... reproduces accurate ¢ 
detail. Truly a superior product! Order 
a box of KREX today and begin making 
perfect fitting dentures. 


CORRECTIVE 


LEE S. SMITH & SON MFG. COMPANY 


7325 Penn Ave. Pittsburgh 8, Pa. 


putes. It is easy, living in a world 
of confusion and name-calling, to get 
to the misanthropic state of thinking 
that people are no damn good. That 
is a bad way to be, and if we ap. 
proach that level it is well to have us 
jolted by some force into reviving 
our faith in the essential greatness of 
people. Mere talking or preaching or 
listening to platitudes are not much 
help. The neighborly sie in action 
is convincing. 

Recently on a cold winter night, 
the son of a friend of mine was lost. 
The little lad, aged three, strayed 
away from home at dusk. When he 
did not return, his parents, in frenzy, 
carried on their own search, then 
called the police for. aid. In the small 
community of a few thousand people 
there was quick mobilization by 
neighbors for action. The Boy Scouts 
began their search. Later in the eve. 
ning fifty or more of the older men 
and young men who make up the 
American Legion in the community 
put on their boots and with their 
flashlights began the search of every 
nook and cranny in the town. All this 
was by voluntary action. No one was 
compelled to do any of it. It was a 
natural upsurge of the good neighbor 
spirit. 

Sure enough, the little lad was 
found, asleep in the open and far 
from home. Fortunately no harm had 
befallen him, but everybody who had 
the pleasure of seeing the good neigh- 
bor spirit in action must have felt a 
reconversion to his faith in the good- 


ness of people.—E. J. R. 


BUY SAVINGS BONDS 


As A Precaution 
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When colds threaten, use the best mouthwash daily 
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University of Illinois Announces 
Program of Postgraduate 


Courses 
(Continued from page 207) 


of dentistry will be presented in a 
basic course of lectures and seminars 
by authorities in their particular 
fields. This will include a considera- 
tion of chemotherapy, oral bacteri- 
ology. fluoride therapy, diet and nu- 
trition, oral diagnosis and correlated 
fields. Provision will be made for ro- 
tating instruction through the clinical 
fields. 

Registration will be limited to 
twenty-four men. Veteran dental of- 
ficers will be given preference but 
civilian dentists are eligible. The reg- 
istration date is April 30. Tuition fee 
is $75 for residents of the‘State of 
Illinois, $150 for non-residents. This 
course comes under the provisions of 
the G. I. Bill of Rights. Veterans, if on 
terminal leave or already separated 
from the Service, must present their 
“Certificate of Eligibility and Entitle- 
ment” from the Veterans Administra- 
tion when they register. 

Applications for this course will be 
considered in the order in which they 
are received. They should be mailed 
to the University of Illinois College 
of Dentistry, 808 South Wood Street, 
Chicago 12, Illinois. 

While the Kellogg grant will extend 
only over a three-year period, the Uni- 
versity plans to continue the post- 
graduate program with its own funds 
after that time. The Kellogg money 
will be used primarily to augment 
the teaching staff of the College of 
Dentistry for the expanded program. 
While the University has given some 
postgraduate instruction for dentists 
in the past, this is the first formal 
program to be undertaken by the in- 
stitution in this field. The University’s 
College of Medicine, operating under 
a Kelloge grant of $90,000, has been 
offering similar instruction in medi- 
cine for four months and has given 
training to nearly a hundred veterans. 
This program will be continued in- 
definitely as needed. 

—From The Fortnightly Review of 
the Chicago Dental Society 11:9 
(March 15) 1946. 
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In your ORAL HYGIENE this month 


OCCUPATIONAL DISEASES AMONG DENTISTS 


1. Are dentists more likely than the general population to develop the following 


conditions? 
YES NO 
a. Eyestrain 0 
b. Upper respiratory in- 
fections 
Silicosis or other lung 
diseases 
- Heart disease 0 0 
- Neurocirculatory dis- 
ease (including vari- 
cose veins) 


i 


2. peea do you’ think can be done to lessen occupational diseases am 
tists . 


a. Shorter working hours [J oO 
b. Regular exercise 


e. Any other suggestions 


YES NO 
f. Peptic or duodenal 

ulcer Oo oO 
g- Chronic constipation [) 
h. Arthritis mM 
i. Low back pains Oo a 
j. Postural defects O G 
k. Flat feet 
m. Nervous disease 
ong den- 

c. Improved working 
conditions oO 
d. More assistants 


3. | have practiced dentistry for _........ 


Have you answered these questions? 


Oral Hygiene editors are trying to 
find out how many of the dentist’s 
physical ailments are really occupa- 
tional diseases, and what, if any- 
thing, can be done to lessen their 
incidence. An explanatory article by 
Doctor Irwin B. Golden appears on 
page 606. Results of this survey will 
he published in subsequent issues of 
the magazine. To insure accuracy in 
the findings, a high percentage of re- 
plies is essential. If you haven’t al- 
ready done so, please fill in the card 
(bound in the April issue) and drop 
it in the mailbox. Your name does not 
appear on the card, and no postage 
is necessary. Oral Hygiene editors 
will be very grateful for your co- 
operation. 

* 
“How Courteous is Professional 


Courtesy?” is the question Marie 


Stifel asks on page 610. Is it often 
more embarrassing than courteous? 
Has it become impractical—an ac- 
tual burden on the busy, overworked 
practitioners of today? You and 
your colleagues are the only ones 
who can answer this question. 
x * * 

Down in Venezuela, they’re try- 
ing out a form of social security. You 
will want to read Doctor Focion 
Febres Cordero’s explanation of the 
advantages and disadvantages of den- 
tal practice under this system. The 
article appears on page 614. 

x * 

To meet the dental needs of chil- 
dren, authorities in the fields of edu- 
cation, health, and dentistry agree 
that children should be excused dur- 
ing school hours to fill dental ap- 
pointments. Doctor Leon R. Kramer 
explains why in a short article on 
page 622. 


Have you found the “perfect plan” 
for your dental office? If not, turn 
to page 624 and you may find just 
the ideas you have been looking for. 
Jerome Salzman, in the third of an 
interesting series of articles, tells 
how a six-room apartment above a 
store may be remodeled to provide 
an attractive office suite and a four- 
room apartment. This plan is well 
adapted to the needs of dentists in 
smaller communities, dentists of lim- 
ited income, and dentists returning 
from Service who cannot find suit- 
able office space. 

Fs 

“So You Lost a Patient . . .”— 
Doctor Robert H. Brening, Oral Hy- 
giene’s dentist-reporter says that 50 
per cent of the people he’s interviewed 
have recently “changed dentists.” 
... Why? You'll find the answers in 
his article on page 630. 

* 

“Dentistry in the Veterans Ad- 
ministration”—George B. Fritz ex- 
plains the plan by which private prac- 
titioners are to render, on a fee-for- 
service basis, a large proportion of 
dental services to Veterans Adminis- 
tration beneficiaries. You will be in- 
terested in his article on page 635. 

“Know Your Druggist”—Doctor 

Charles F. Pope, Jr. says: “The 


neighborhood druggist is of inesti- 


mable value in supplying informa- | 


tion . : . so necessary to establishing 
a practice . . . I suggest that you 
lean a little more on your druggist 
and profit from the partnership.” 
You will find his article on page 644. 

Don’t forget the regular monthly 
departments. Nine of them are wait- 
ing for your spare-moment reading. 
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PLASTOGUM 


Assures finest detail 


Easy to mix 
Is pleasantly flavored 


Accurate muscle trimming 


Accurate recording of 
periphery 


For exact registration of the fi 
tail in full denture work, use 
hight ideal impression 
t is highly accurate and une 
for recording periphery and 
trimming. Superior to plaster 
rective or wash impressions. 
Once you’ve used Plastogu 
always prefer it. Sosimple tot 
handle, it will not crumble o 
from absorption. Plastogum 
nomical to use and pa- 
tients like its pleasant 
flavor and the fast, easy 
way you can take im- 
pressions without dis- 
comfort. Try 
Plastogum. 
Write today 
for your free 
sample. 


HARRY J. BOSWORTH COMPANY 
CHICAGO 


FREE 


Sample 


1315 S. MICHIGAN AVENUE 


See page 173 D.D.4 
KONFORMAX Division, 
PerMATEX Co., INnc., BRooKLYN 29, N. Y. 


‘Please send new folder mentioned in ad. 


City 


See page 179 
Hupson Propucts, INc. 
8 Hicu STREET, Jersey City 6, N. J. 


Please send Polident samples. 


See pages 181 & 222 
Cook-WalItEe LABORATORIES 
170 Varicx St., New York 13, N. Y. 


Please send information concerning your 
products. 


See pages 182-83 
VERNON-BENSHOFF Co. 
P. O. Box 1587, PittsspurcH 30, Pa. 


Please send Vernonite information. 
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Cow THs BE your House 7 


Now that the war’s over and a lot more ci- 
vilian goods are on the market, it’s a big 
temptation to spend just about all you make, 
and not put anything aside. 


- But to fall for that temptation is plenty 


dangerous. It’s like trying to live in the 
house above—a house that might come tum- 
bling down about your ears at the first little 
blow of hard luck. 


Right now the best possible way to keep 


your finances in sound shape is to save regu- 
larly—by buying U.S. Savings Bonds through 
the Payroll Plan. 


These Bonds are exactly like War Bonds. 
Millions of Americans have found them the 
safest, easiest, surest way to save. The 
U.S. A. protects every dollar you invest— 
and Uncle Sam gives you his personal guar- 
antee that, in just ten years, you'll get four 
dollars back for every three you put in! 


SAVE THE EASY WAY...BUY YOUR BONDS THROUGH PAYROLL SAVINGS 


THE DENTAL DIGEST 


This is an official U. S. Treasury advertisement—prepared under auspices of Treasury 
Department and Advertising Council. 


See page 184 D.D.4 


Witmot Caste Co. 
1123 University Ave., Rocuester 7, N. Y. 


Please send information concerning 


Castle Lights. 


See pages 186-87 D.D.4 


Wernet Dentat Mre. Co., Dept. 16D 
190 Batpwin Ave., Jersey City 6, N. J. 


Please send free supply of Wernet’s 
Powder. 


ee 
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